We investigated whether a preference by patients regarding the gender of a health care provider to manage erectile dysfunction (ED) may be a factor in the diagnosis and care of this condition, whose broader medical significance is an area of increasing interest. A brief questionnaire was completed by 1087 adult males in a primary care setting. The questionnaire explored provider gender preference and other possible biases. The prevalence of ED in the 40-69 age group in our population was 68.8%. The prevalence was 81% in the age group of 70 and more. Of those who reported having experienced ED, 51.5% had discussed it with a provider, and 28.1% had been treated. Approximately, 57% expressed no provider gender preference, regardless of history of ED. Of those who stated a preference, approximately 75% prefer male providers. However, also among those who state a preference, Hispanics are not as likely as non-Hispanics to prefer a male provider (P ¼ 0.03). Most believe that males and females are equally qualified to manage ED, but among those who have a different opinion, the gender perceived more favorably is male.
Introduction
Erectile dysfunction (ED) is a prevalent condition among adult men. Estimates of the prevalence of ED have differed among sudies and regions. [1] [2] [3] A large community-based US study completed between 1987 and 1989 found the prevalence among men aged 40-70 years to be 52.0%. 4 Among men with comorbid conditions such as cardiovascular disease and diabetes, the prevalence rate has been reported to be as high as 100% for men over 70 years. 5 ED can have a significant negative impact on psychological well-being and quality of life. Althof 6 provides an extensive review of the literature in the field. Shabsigh et al. 7 found an increase in depressive symptoms in men with ED. Health-related quality of life has been found to be profoundly impacted by ED. 8 The National Institutes of Health, in a consensus statement, points out that ED creates mental stress that reaches beyond intimate partnerships and affects relationships with family members and other associates. 9 Despite these often difficult sequelae of ED, many of those who self-report a history of ED do not seek treatment. 10 Embarrassment has been found to be a factor in not seeking medical treatment for ED. 11 The Men's Attitudes on Life Events and Sexuality (MALES) Phase II study found that 31% of those whc had not sought treatment cited embarrassment as a reason. 4 Despite these often difficult sequelae of ED, many of those who self-report a history of ED do not seek treatment. 10 Embarrassment has been found to be a factor in not seeking medical treatment for ED 11 . The Men's Attitudes on Life Events and Sexuality (MALES) Phase-II study found that 31% of those who had not sought treatment cited embarrassment as a reason. 4 We sought to investigate whether the gender of the health care provider (medical doctor, physician assistant or nurse practitioner) was important to male patients in discussing ED. In addition to questions regarding provider gender, the study also surveyed self-reported history of and treatment for ED, as well as other factors possibly influencing treatment-seeking behavior.
Methods
Questionnaire A brief de-identified 13-item questionnaire was distributed to adult males in the large waiting areas of a busy Veterans Affairs medical center by a physician trained in men's health issues. It included questions regarding demographics; history, severity and treatment of ED; and provider gender preference. The questionnaire had a skip pattern such that those who reported no history of ED were asked about hypothetical preference, whereas those who reported a history of ED were asked about both preference and experience. In addition, it included a series of questions regarding possible foundations of gender bias. Finally, the questionnaire explored opinions regarding other factors, such as the presence of additional clinic staff and students during discussion of ED.
Because the questionnaire was completely anonymous, the project was determined by the Institutional Review Board of Baylor College of Medicine to be exempt from full review, and subjects' completion of the questionnaire served as their consent to participate.
Participants
The questionnaire was distributed to all adult males in clinic waiting areas, and self-administered. The survey was completely anonymous, with no identifying information, and it included a cover page that explained the importance of not completing the instrument more than once. To decrease further this possibility, the surveying was done over a 23-day period, during which subjects were unlikely to be in the clinic more than once and more likely to remember if they had already completed the questionnaire.
Analysis
Data were entered in Microsoft Access in a dataentry screen designed for this study with all fields limited in such a way as to preclude data-entry errors, given the large number of questionnaires. Statistical analyses were done using Microsoft Excel and SPSS version 9.0 (SPSS Inc., Chicago, IL, USA). Group differences were compared using w 2 tests for categorical variables. A value of Po0.05 was considered significant.
Results
Descriptive statistics for participants are presented in Table 1 . The total study group included 1087 men.
Because the survey was conducted in a clinic waiting area, we anticipated that a certain percentage of surveys would be incomplete, given both of the transitory nature of the setting and the personal nature of the questions, even in an anonymous survey. In fact, the completion rate was 495%.
Although the purpose of this study was not to investigate the prevalence of ED, these data were collected to attempt to understand the context in which other responses were given. Prevalence and severity results are tabulated in Table 2 .
The primary purpose of this study was to investigate a possible preference for providers of a specific gender to manage ED. These findings are presented in Table 3 . Regardless of history of ED, race, ethnicity or age, men in our study population predominately stated that they had no preference regarding the gender of the provider. Among those who stated a preference, they always preferred males (except one group with n ¼ 9). We found that in our study population, among those that state a gender preference, Hispanics are not as likely as non-Hispanics to favor a male provider. (OR ¼ 2.0, CI 1.04-3.88, P ¼ 0.03).
In an attempt to understand how tightly held gender preferences might be, we asked a question regarding how much effort a patient might put in order to see a provider of their preferred gender. Unfortunately, the question was asked only as a hypothetical to those who stated no history of ED. Given the high prevalence of ED in this population, there were not sufficient responses to this question to allow for meaningful interpretation.
The questionnaire posed a series of statements, which were intended to investigate the possible foundation for any gender bias. The respondents were asked to choose one statement with which they most agreed, from groups such as: The results from this series of questions are summarized in Table 4 . Respondents predominantly indicated a belief that there was no difference between male and female providers. However, among those who expressed a belief that there was a difference, male providers were always seen in what would be considered the more favorable light, by about a 3:1 ratio. Perhaps most remarkable is the belief among some that male health care providers are 'better trained' than females to manage ED.
Discussion
Prevalence and implications As this study was performed in a medical setting and not in the community, it was not surprising that our rates of ED were very high. The prevalence of ED in our 40-69 year old was 68.8%. This contrasts with a similar size epidemiological study performed in the northeastern part of the United States, where the rate for the same age group was only 52%. 4 In the 70 þ age group the prevalence in the current study was 81%.
ED rates had a linear relationship with age, with the coefficient of correlation at 0.93 (P ¼ 0.003). The severity of ED also increased with age in our group. This could be explained by higher rates of vascular and androgen deficiencies with age. 12 There has been considerable interest of late in ED as a marker for subclinical cardiovascular disease. [13] [14] [15] The Preference for gender of health care M Carrejo et al penile artery is of considerably smaller diameter than the femoral or carotid artery, and therefore more sensitive to atherosclerotic changes. As such, ED may be the first clinical evidence of atherosclerotic damage whose later manifestations could include morbidity and mortality. ED has also been reported to be predictive of the metabolic syndrome in some groups. 16 As such, early diagnosis of ED will identify men at risk for other disease, thus allowing for more aggressive prevention practices in this targeted population. For this to happen, the barriers to diagnosis (and treatment) must be identified and addressed.
Provider gender
Our study represents the first attempt at exploring whether the health care provider's gender may be one of the contributory reasons as to why ED is prevalent, yet undertreated. Intuition would have us believe that indeed men might be reluctant to approach female providers about ED. There have been previous studies on preferences for female providers by female patients. 17 In females, it seems that the preference is based more on cultural and ethnic bases. 18 In a small focus group study, Weitzman et al 19 found an age effect on gender preference. They reported that older Latina women tended to prefer male physicians, based on their familiarity with male providers in general, but without any assertion that male doctors are superior. They stated that middle-aged Latina women preferred female doctors, perhaps because they were reared in a time when the greater number of female doctors made being treated by a female a legitimate and realistic expectation.
We found that in our study population, among those that state a gender preference, Hispanics are not as likely as non-Hispanics to prefer a male provider (OR ¼ 2.0, CI 1.04-3.88, P ¼ 0.03). This somewhat greater openness to a female provider may be attributable to the traditional machismo culture that is still present in some sectors of the Hispanic population; there may be a fear of appearing inferior to another male, which in this case would be the health care provider. 20 It also may be that the female providers may be perceived by some Hispanics to have a more compassionate approach towards weakness. A recent study showed that women were indeed more empathic than men. 21 This discussion must be viewed in light of the fact that in this group more than half (53.1%) had no gender preference, and among those who stated a preference, 60% preferred males. More focused research would need to be done to determine whether the relatively increased preference for a female provider is evident in other cohorts of Hispanics, before any meaningful investigation as to the possible significance could take place.
Basis for preference
The purpose of the set of questions summarized in Table 4 was to elicit possible concrete foundations for the more nebulous 'gender preference', with the idea that the better the bias was understood, the better it could be addressed. In fact, these possible sources of bias may account for some of the observed preference, but in general nearly 45% of those surveyed had a gender preference, while only about 20-30% expressed a more concrete bias. The greater gender preference may be explained by other sources of bias not explored in this study, or it may be too visceral to be elucidated.
Of the questions exploring the basis for gender preference, the one regarding the training of health care providers is particularly interesting. While overall this was the prompt to which the study subjects were mostly likely to state no difference, among this who stated a difference, the disparity toward male providers is widest (77 vs 23%). This raises the question of whether this group would indicate a belief that male health care providers are better trained overall. Unfortunately, that topic was not covered in the current study. Fortunately, this may be an area where some patient education could easily narrow the disparity.
Treatment seeking
Another area we investigated was seeking and actually undergoing treatment for ED. Our study revealed the alarming statistic that among those who had ED, nearly half (48.5%) had not broached the issue with any health care provider. The likelihood of discussing it increased with the reported severity of symptoms (R 2 ¼ 0.938). The groups least likely to have discussed it were the youngest (under 40; 12.5%) and the oldest (80 and over; 38.9%).
We had hypothesized that patients might see a provider other than their primary care provider, either due to embarrassment or because they thought they needed to see a specialist. In fact, of those who had discussed ED, most (95%) had seen their primary care provider. Another study reported that of those who were screened by their primary care provider (PCP) for ED, over half were initiated by the patient. 22 As such, the authors of that study suggested that the Sexual Health Inventory in Men instrument should be performed on patients with any identifiable risk factor. 23, 24 Perhaps the most important tools, though, are the astuteness of the provider to perceive the patient's desire to discuss the topic, and the strength of the interpersonal relationship between provider and patient, which can cross gender boundaries.
Our study also revealed the stark reality that 71.9% of men who reported a history of ED had never been treated. Of those who were treated, 22.8% had discontinued treatment. Other studies suggest reasons for discontinuation including the Preference for gender of health care M Carrejo et al high financial costs, performance below expectations, loss of interest in sex and the inconvenience of getting medications. 25 The current study does not explore the reasons for discontinuation.
Privacy
We also considered the question of privacy when it comes to treatment of ED. We found that 60% of our respondents felt uncomfortable if there were additional people in the examination room other than the provider. This would include nurses, medical assistants, medical students and trainees. This contrasts with a recent study that found that 32% of males surveyed would actually decline to have a medical student of either gender present during a genitourinary exam. 26 While we feel education of health care providers in the treatment of ED to be important, it is prudent to ensure privacy and respect for the patient. This barrier could possibly be overcome using training aids such as videos, CDs, Pod casts, so on, and this would be an area of further study for us.
Conclusion
Although the purpose of this study was to investigate provider gender preference in ED, and the possible underpinnings of those preferences, the remarkable prevalence and under-treatment of ED in our population cannot be omitted from discussion. The increasing availability and advertising of ED treatments may have increased awareness of ED, but reporting and treatment do not seem to have kept up in this population. Almost half (48.5%) of those who reported having experienced ED had not discussed it with a health care provider, and almost three-quarters (71.9%) had not been treated. In light of the significance of ED to a man's overall health, and the fact that interventions that improve erectile function may also improve overall health, it is important that ED be identified and managed appropriately.
This study finds that for most men, regardless of age, race, ethnicity or history of ED, the gender of the health care provider is not an issue. However, for those who do have a preference, it is more often for males. In some health care settings, it may not be feasible to honor this type of preference, if it is even expressed. Therefore, more must be done to encourage providers of both genders to investigate erectile function adequately with their patients.
ED is increasingly being perceived as a men's health issue that transcends sexuality. At the same time, patients increasingly perceive themselves as consumers, with the right to control every aspect of their health care experience. Providing the tools and environment in which these two perceptions can be reconciled may benefit men's health overall.
